MIISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEBARTMENT OF PUBLIC HEALTH AND WELFARE
DO NOT WRITE Regiutretion District No, ..m...__anaw Registration District No. _ﬁz_a_?_-_u___keghmr ‘s No. ___LELS]____

ON THIS 5TUB AMENDED AP oo o
F e bkl 121963 7. USUAL RESIDENCE [Whare decessed lived. If institofion: Revidence Befors

. COUNTY a. STATE b. COUNTY admission)
Creem

b. COIT;I (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b 8 Inside Limits
o]
TOWN
an

ri ald 1 af Yes No O
€. FULL NAME OF (ISP{OT in hospital, give location) INside Limits (if cuniide, give location) Reside on Farm

_M HOSPITAL OR ADDRESS
29535 NETIUTION _St. Johns Yerk) Mol 519 Spiller Yor O N

3 | . NAME OF DECEASED First i 4. DATE Month Day
(Type or prin1)

-
S'I'A'IE FILE NUMBER

V5 300
Rev. 4/5%

DATE AMENDED

Year

OF
4 Joseph H. Arnold pEATH  September L 1963
__0_ . SEX 6. COLOR OR RACE 7. Married J§  Never Married ] |B. DATE OF BIRTH | 9- AGE (last birthday) I;‘UNhDER IDYEAR I: UNDER i:'HR
i i n ont! ays ours an.
5 . t Widowed [] Divorced [J 11—26-82 80 3 ¥ ] ]_-

_male white
— 10a. USUAL OCCUPATION {Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BRIRTHPLACE (City and sate or country) | 12. CITIZEN OF WHAT COUNTRY
& during most of working life, even if ratired) M

1eu=lexg_agleﬂma.L_QuQn§boro , Kentucky U.S5.A.
13a. ’ 1 b 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
H. Amold Sophia Nold Elizabeth Arnocld

15" WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yer, no, orl{.rnknnwn)l (If yos, give war or dates of zervi I,Elizabet-h AmOld.-Leba.n on , HO .

18. CAUSE OF DEATH (Enter only one cause per |ine roropopwmaere INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) A AT B s cabAnT ¢ HEACT DIcEat.2

-

DOCUMENT

Conditicns, If any, DUE TO (b)
which gave rise 1o
above cause (8),
stating the under-
lylng causa last. DUE TO {g)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not ratated to the terminal PART IlI, If deceased war  formale was

diseass conditio. van m PARL L{2) —-ﬁ-—r- Y= -rb there a pregnancy in last 90 days.
CD})‘"I) ooﬁt’iu,i‘% BE cocort B M EarAsT
¢ Vl;‘-f\ﬁf‘nhﬂ D Lerss é ) Asrtwehrt Py caoramin EmPHSE [OYes [ Do | O unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE DICIEIE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
a ]

20c. TIME OF Houl Month, Day, Year
INJURY a.m, .
pm,

‘20d. - iNJURY OCCURRED 20e. PLACE OF INJURY (e.g., In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, streer, office bidg., atc.)
NOT WHILE AT WORK []

21. | aitended the deceased from =] ‘; i Q ) 1o, q q I L2 and lasr gg@.w on 9 l h{] é g_

L) -
I: 0 O P: I‘E. M en- Ihc da1e slawd asbova, end to tha best of my know'lodg( from rhe causes statad.

AMENDMENTS ON THI5 RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

Peath occurred at

OB orem Wl P g LS iR o [5)7 5

23a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATOR 23(.jocnnou (City, dwn, or county) f(State)
REMOVAL {Specify)

' e !;_L_hur_g_matgl;'g ' St, Lou 8_ Misgsouri
ral[.n‘FﬁJEI?Arl.‘eDEEEaC?I‘Oi;lon 9 27 63 AQPRESS v la 25. DATE RECD. BY LOCAL REG. 26, OISTRARS SIGNATURE f/ .
M@ 2-9-4 7 '

‘ L
{Licensérd Embalmer’s Statemant on Reverse Side)

{Degrea or title) p 22b. ADDRESS ™ 22c. DATE SIGNED

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

¥ AFFIDAVIT OF

ITEM NO.
B




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : . c - Student Embalmer No.

P i,

working under my persenal supervision. @/ E

Student
Licensed Embalmer No} / 7 7

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWR
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




